DESCRIPTION
A frail 60-year-old woman presented with a 5-day history of pain in the abdomen, constipation, vomiting and abdominal distension. There was no history of surgery or tuberculosis. On examination, the abdomen was distended and non-tender. The hernial sites were normal. On auscultation, hyperperistaltic bowel sounds were present. On X-ray of the abdomen there were multiple air fluid levels. Contrast-enhanced CT of the abdomen and pelvis showed right-sided obturator hernia (arrow) containing ischaemic small bowel loops with intestinal obstruction (figure 1). At emergency laparotomy, the terminal ileum was found to be entering the right obturator foramen with gross dilation of proximal bowel loops (figure 2). On reduction of the hernia, the herniated bowel loop was found to be gangrenous; it was resected and primary anastomosis was performed. The hernial sac was also identified in the obturator region on the contralateral side (figure 3).
Obturator hernia is a rare type of abdominal wall hernia accounting for 0.05-0.4% of all cases. 1 It is seen most commonly in frail, elderly multiparous females.
1 Most cases present with acute intestinal obstruction and are diagnosed intraoperatively. 2 The classical 'Howship-Romberg' and 'Hannington-Kiff' signs of obturator hernia are uncommon and often overlooked. 1 CTof the abdomen has accuracy of 80% for making preoperative diagnosis.
1 Treatment consists of reduction of hernial contents with primary closure of hernial defect with simple interrupted nonabsorbable sutures, which can be performed at laparotomy or by a laparoscopic approach based on the clinical condition of the patient. 3 Learning points ▸ Obturator hernia should be suspected in frail elderly women presenting with acute intestinal obstruction. ▸ CT of the abdomen and pelvis is the imaging modality of choice for preoperative diagnosis of obturator hernia. ▸ Most of the cases can be managed by reduction of hernial contents with primary closure of hernial defect. 
